RPA Regional Plan Association 


State of the 
Region’s Health 


How the New York Metropolitan Region’s 
Urban Systems Influence Health 


Support 
provided by Z 


Ieloraaam\, (ever! Johnson 
Foundation 


A Report of the Fourth Regional Plan 
July 2016 | 





Acknowledgments 


This report was written by Mandu Sen, Senior Planner, RPA; 
with contributions from Christopher Jones, Senior Vice Presi- 
dent, RPA; Dr. Karen Lee, MD MHSc, Principal, Dr. Karen Lee 
Health + Built Environment + Social Determinants Consult- 
ing; Jeanne Herb, Associate Director, Environmental Analysis 
and Communications Group, Edward J. Bloustein School of 
Planning and Public Policy, Rutgers; Sarah Serpas, Associate 
Planner, RPA; Melat Seyoum, Data and Visualization Analyst, 
RPA; Rebecca Ramsey and Michael Phillips. 


Design by Ben Oldenburg, Senior Graphic Designer, RPA. 


Photos by Matt Moyer, Roger Tully, and Tyrone Turner are 
courtesy of the Robert Wood Johnson Foundation 


Technical Advisory Committee 

Ana Baptista, PhD, Associate Director of the Tishman 
Environment and Design Center, the New School for Social 
Research 

Jamie Bussel, MPH, Program Officer, Robert Wood Johnson 
Foundation 

Jeanne Herb, MA, Associate Director, Environmental Analy- 
sis and Communications Group, Edward J Bloustein School of 
Planning and Public Policy, Rutgers 

Ana Garcia, MPA, Director, Government & Community 
Affairs, New York-Presbyterian Hospital/ Weill Cornell 
Medical Center 

Karen Lee, MD, MHSc, Principal, Dr. Karen Lee Health + 
Built Environment + Social Determinants Consulting 

Shauneequa Owusu, MS, Strategic Partnerships & Commu- 
nity Engagement, New York Academy of Medicine 

Gina Lovasi, PhD, Assistant Professor in Epidemiology, 
Columbia University Mailman School of Public Health 

Sharon Roerty, AICP/PP/MCRP, Senior Program Officer, 
Robert Wood Johnson Foundation 

John Shapiro, Chairperson of Center for Planning and the 
Environment Grad Center for Planning, Pratt Institute 

David Siscovick, MD, MPH, Senior Vice President for 
Research, New York Academy of Medicine 


Cover Photos: ©Matt Moyer 





2 State of the Region’s Health | Regional Plan Association | July 2016 


About Regional Plan Association 

Regional Plan Association is America’s most distinguished 
independent urban research and advocacy organization. RPA 
improves the New York metropolitan region’s economic health, 
environmental sustainability and quality of life through 
research, planning and advocacy. Since the 1920s, RPA has 
produced three landmark plans for the region and is working 
on a fourth plan that will tackle challenges related to sustained 
economic growth and opportunity, climate change, infrastruc- 
ture and the fiscal health of our state and local governments. For 
more information, please visit www.rpa.org. 


About the Robert Wood Johnson Foundation 
For more than 40 years the Robert Wood Johnson Foundation 
has worked to improve health and health care. We are work- 
ing with others to build a national Culture of Health enabling 
everyone in America to live longer, healthier lives. For more 
information, visit www.rwjf.org. Follow the Foundation on 
Twitter at www.rwjf.org/twitter or on Facebook at www.rwif. 


org/facebook. 
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About this report 


This report describes the state of the New York 
metropolitan region’s health as well as its urban 

systems that influence health outcomes. It builds on the 
University of Wisconsin Population Health Institute and 
Robert Wood Johnson Foundation model of population 
health that describes how the social and physical 
determinants of health relate to county health outcomes. 


First this report analyzes health outcomes in the region 
with their potential causes and associated factors by 
reviewing key systems in the region through the lens of 
health determinants. Following sections are dedicated 
to transportation and urban form, to inequality and its 
consequences, to housing as a systemic issue, and to 
the resiliency of our current infrastructure systems. 
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Key Facts 


Health care shapes only 20% of a community’s health in the 
U.S. Socioeconomic and environmental factors shape 80% of 
any community’s health. 
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People in the region are living longer. In 1990, men’s life 
expectancy was 71, by 2010 it had increased to 78. In 1990, 
women’s life expectancy was 78, in 2010 it was 83. 


The region’s urban form, walkability and connectivity can 
be a health advantage. For example, there are six deaths per 
100,000 in the region due to motor vehicle crashes, a third of 
the national rate. 





There is room for improvement when it comes to quality of 
life. A typical adult reports 3.4 mentally bad health days & 3.5 
physically bad health days per month in the region, higher than 
several comparable metros. 





There also are big disparities in health between different 
communities in the region. Life expectancy for blacks is 4-7 
J years shorter than for whites and Hispanics. Men in Morris 
‘i County, New Jersey live six years longer than those in neigh- 
( boring Essex County. 


} Inequality and segregation contribute to health disparities. 
d For example, Hispanic children are twice as likely to live in 
areas with high air pollution as white children. 


Health care costs have increased sharply in recent decades. 
Health care spending in Connecticut, New Jersey and New 
York tripled between 1991 and 2009 from 92 billion to 259 bil- 
lion dollars annually. 





Photo: Nancy Borowick 





Executive Summary 


The New York metropolitan region 


j Source: Regional Plan Association 


How do we measure the success of a large 
metropolitan region? The New York 
metropolitan region, with its 23 million 
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attempt to measure and weight factors 
from the cost of living and educational 
attainment to climate. Why Pp lan reg io na lly? 
Bt tately dows takes! och or our eollsctve This report seeks to add to our understanding of 
the health impacts of long term urban planning 
decisions. How do planning decisions such as 
investment in a subway line, the creation of a 
| park or the redevelopment of a neighborhood 
affect health outcomes decades later? To answer 
that question we need to look at not only how 
individual localities work alone, but how clusters 
of cities, towns and villages work together. 


health, perhaps the most fundamental expression 
of quality of life. And there are good reasons to do 
so. Disparities in health outcomes are an important way to 
measure the human cost of inequality. Social and physical 
environments—such as opportunities for education, employ- 
ment, active transportation and affordable housing—have 
been shown to play key roles in improving health. Deliberately 
incorporating health into how we plan our physical environ- 
ment can deliver better health outcomes, while expanding our 


economy and protecting our environment. : 
y P 5 The New York region spans across three states 


and includes more than 700 municipalities that are 
inextricably linked by multiple factors. The local economy 
and job market is regional in scope, as is the housing 
market—housing demand in one part of the region will 
impact prices in another part. The region is connected by 
a metropolitan transportation system, and other critical 
infrastructure systems crossing municipal boundaries. 
The region’s floodplain is part of the shared ecology 

of the New York Harbor and the Hudson River. These 
metropolitan systems shape the conditions needed 

for good health, from the quality of the air we breathe 

to the types of homes and communities we live in. 


This would not be the first time urban planners addressed 
health. The modern beginnings of urban planning were largely 

a response to the public health crises facing growing industrial 
cities in the early 20th century. Preventing the spread of infec- 
tious disease epidemics and improving the deplorable living 
conditions associated with these epidemics was the major chal- 
lenge of the time. And urban planning achieved marked success, 
building public services such as sanitation and water systems and 
containing outbreaks of infectious diseases. Today, we are facing 
new health challenges: chronic diseases such as heart disease, 
cancers and diabetes. And just as in the past, an alliance between 
health professionals and urban planners can be transformative to 


public health. 
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RPA’s Fourth Regional Plan, a 25-year blueprint for the built 
and natural environment in the New York region, can serve as 
the backbone for such alliances. It is a unique opportunity to 
transform the region—to create a built environment that elimi- 
nates health disparities and provides the basis for good health 
for all. It is also an opportunity to foster a culture of health by 
institutionalizing health into planning and by serving as a model 
for regional plans across the nation. 


This report is intended to provide an overall assessment of key 
health issues in the region today and to identify the key regional 
systems that play a role in determining health. This, in turn, will 
inform the recommendations of the Fourth Regional Plan. 


The influence of our built and 
natural environment on health 
is often poorly understood. 


Health is often seen as the product of the health care that people 
receive as well as their individual decisions concerning diet, 
smoking, exercise or other such behaviors. Yet the places where 
we live, work and play are now known to have a profound impact 
on our overall health and well-being, as well as on the ability to 
make healthy lifestyle decisions. For example, residents from 
communities with higher levels of air pollution are more suscep- 
tible to a host of illnesses, from respiratory diseases to cancer. 
Cities and towns with safer streets have fewer traffic-related 
injuries. The way that our neighborhoods are designed and how 
easy or difficult it is to walk to work, school, stores, parks and 
public transportation affects how much physical activity we get. 
Lack of healthy food options and exposure to unhealthy foods 
have been shown to be associated with low dietary quality in 


adults and children. 


The influence of our built and natural environment extends 
beyond these direct impacts. Research by University of Wis- 
consin Population Health Institute and Robert Wood Johnson 
Foundation indicates that 80% of population health outcomes 
are determined by social and economic factors such as income, 
education or family and social support as well as environmental 
factors such as walkability or access to services. Their research 
also shows that these determinants of health vary widely by 
region and county. Much of the place-based disparity is due to 
differences in demographics and regional economies. But a grow- 
ing body of research also shows that the location of affordable 
housing, the availability and quality of public transportation, 
and the accessibility of public services all play a large role in 
education outcomes, economic mobility and other social and 
economic determinants of health. 
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Residents of the New York region 
live longer, outperforming the 
U.S. overall, but their quality 

of life could be improved. 


Life expectancy improved for all counties in the New York region 
over the last two decades. In 2010, a woman could expect to live 

to the age of 83, an increase of five years since 1990. For men, the 
increase was more dramatic—from an average life expectancy of 
71 in 1990 to 78 in 2010. This increase was substantially greater 
than observed in the U.S. as a whole, where life expectancy for a 
woman increased from 78 to 81 and for a man from 72 to 76 in 
the same time period. The national increase in life expectancy is 
typically explained by improvements in health care and declines 

in risk factors such as smoking. Local conditions, however, may 
illuminate the even greater increases in life expectancy in the 
metropolitan area. The largest gains occurred in New York City, 
where life expectancy for men increased by well over ten years in 
Brooklyn, Manhattan and the Bronx. The city’s progress is usually 
associated with a decrease in deaths from both HIV-related infec- 
tions and homicides during that period, which were the targets of 
health and public safety policies in the 1990s and 2000s. The city’s 
high share of immigrants also was a possible factor, as foreign-born 
residents generally live longer on average than native born. 


‘The impressive gains in life expectancy can obscure a more com- 
plicated picture when it comes to quality of life. Nationwide, the 
increase in life expectancy has not been matched by an increase 
in optimal health—leading to people who live longer, but are 

not necessarily healthier. The region fares less well compared 
with other large metropolitan areas in broad measures of health 
quality. While the region ranks third (behind San Francisco and 
Los Angeles) among the 12 largest regions in the United States in 
life expectancy, it ranks sixth in the number of days that a typical 
adult reports feeling physically unhealthy and sixth in the number 
of days an adult feels mentally unhealthy. 


There are stark differences in 
health by race, income and 
geography within the region, with 
health problems concentrated in 
poor, non-white communities. 


By a number of measures, health outcomes in low-income, black 
and Hispanic communities paint a bleak picture that contrasts 
with the region’s profile. In spite of recent improvements, life 
expectancy for blacks is lower than for whites and Hispanics, both 
nationally and within the region. Poorer counties, both urban 
counties such as the Bronx and rural counties such as Sullivan in 
the Hudson Valley have much lower life expectancy than wealth- 
ier counties such as Morris in New Jersey and Nassau in Long 
Island. Counties like the Bronx, and Sullivan in the Hudson Val- 
ley also reported nearly twice the number of physically unhealthy 
days as wealthier counties like Somerset, New Jersey. Disparity 








between communities can be even sharper when looking at 
specific neighborhoods, even those adjacent to each other. For 
example, the Upper East Side in Manhattan has a life expectancy 
that is 10 years longer than parts of Harlem. 


Our urban form connects 
people to resources and 
encourages physical activity. 


‘The region’s urban form might also be its greatest health advan- 
tage. Residential density and walkable streets are associated with 
benefits such as greater physical activity and lower obesity rates. 
The region’s overall adult obesity rate, which is related to both 
diet and physical activity, is lower than that of any region except 
Washington D.C. and San Francisco. The region has the lowest 
number of age-adjusted deaths from motor vehicle crashes of 
any large metropolitan area, as well as the highest rate of public 
transit use. Connectivity to resources such as doctors, hospitals, 
supermarkets, and open space has also been shown to facilitate a 
healthier lifestyle. A higher share of the region’s population has 
access to exercise opportunities than any large region except for 
Miami and San Francisco, and better access to healthy food than 
any region except Washington D.C. or Boston. There are more 
primary care physicians per person than in most regions. High 
speed internet access, which is increasingly important for con- 
necting to resources, leaves much room for improvement. 


Our health disparities are 

often related to high levels of 
income inequality, unequal 
opportunities and both economic 
and racial segregation. 


Wide differences in health outcomes mirror wide differences in 
income—and regional income disparities are both larger and 
have increased more rapidly than national disparities. From 
1990-2013, median household income grew substantially for 

the highest 20% of households in the region while decreas- 

ing for the lowest 60%. Poverty can contribute to poor health 

in myriad ways, from not being able to afford healthy food to 
limited ability to use health care. The region’s high housing costs 
exacerbate these problems. Nearly 60% of the lowest income 
households pay over half of their income for housing. The New 
York region is also one of the most highly segregated in the U.S. 
by both income and race. Geographic isolation has an additional 
impact, limiting access to critical resources and concentrating 
physical deterioration, crime and poor services in low-income 
neighborhoods. One consequence is that nearly half of all black 
and Hispanic children live in school districts where the public 
schools perform poorly when measured by state test scores. There 
are implications for the physical environment as well. Thirty one 
percent of Hispanic children under the age of five live in commu- 
nities with high levels of particulates in the air, compared with 
22% of both blacks and Asians and 13% of non-Hispanic whites. 
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Health care costs have increased 
sharply in recent decades. 


Health care spending in Connecticut, New Jersey and 

New York tripled between 1991 and 2009 from 92 billion 
to 259 billion dollars annually (National Health Statistics 
Group, 2011). While there has been some moderation in 
the rise of health costs since the 2008-2009 recession and 
the implementation of the Affordable Care Act (RWJF, 
2011), there is an urgency for preventive measures that can 
eliminate the need for some of these expenditures, lessening 
the fiscal burden. Treating Diabetes, for example, is very costly, 
and yet Diabetes prevalence is on the rise and is projected 

to accelerate (American Diabetes Association, 2013). 


Creating a culture of health in 
urban planning means integrating 
planning for health with planning 
for the physical environment. 


‘The institutions that support the region’s health include not only 
hospitals and health departments, but the many agencies that are 
responsible for the physical environment and the social determi- 
nants of health. These institutions—planning departments, trans- 
portation agencies, housing departments, and school districts, 
among others—are making public health decisions whether they 
are aware of it or not. The reverse also can be true. In the health- 
related sector, large hospitals and health care facilities can con- 
tribute to the physical environment of communities through their 
siting-related decisions and community health programming. 


‘There are increasing attempts to consciously incorporate health 
across multiple sectors. Bright spots include: jurisdictions that are 
integrating physical activity, food access and additional environ- 
mental hazards into their existing considerations of sanitation, 
water and air quality and toxic hazards; a growing field of practice 
that uses comprehensive health impact assessments as tools for 
evaluating projects and public policies; and health departments 
that are expanding their mission to include the physical and social 
determinants of health. 


But there is still much to do. Right now, too many decisions that 
influence health outcomes happen without any consideration for 
health. Looking to the future, the need for integrated planning 
will only grow. Health care costs from chronic diseases and mental 
health issues increasingly impact the budgets of other sectors, and 
the effects of climate change are becoming more pervasive. Rising 
temperatures, rising sea levels and changes in coastal storms rep- 
resent major challenges to health, safety and infrastructure. Fully 
integrating health decisions into the planning process is vital to 
addressing those challenges. Creating a culture of health—by pri- 
oritizing health when planning and writing policies for the places 
where we live, work and play—can provide a new perspective and 
generate larger consensus for solutions that address persistent chal- 
lenges in housing, transportation and climate change. 





The Forces That Shape 
Americans’ Health 


More and more we know that 
people’s health depends, to 

a large extent, on the places 
where they live, work and play. 


The air people breathe can cause a host of illnesses, from respira- 
tory diseases to cancer. Street safety can determine the number 
of injuries from motor vehicle crashes. How walkable a commu- 
nity is can affect the extent to which people engage in physical 
activity. Socioeconomic factors such as employment and income 
can limit access to care and capacity to engage in healthy behav- 
iors. In other words, much of people’s health is determined well 
before the health system gets involved (Robert Wood Johnson 
Foundation & University of Wisconsin Population Health 
Institute, 2015). 


Gains in life expectancy are concentrated 
in higher-income individuals. 


Change in life expectancy by income quintile, people 
born in 1930 vs. people born in 1960, United States 


Highest a all - wera 
Second Highest -G.3 \ F 
Middle me ie 
Second Lowest 1.7, - F 
Lowest |= ~s0y 


Source: National Academies of Sciences, Engineering & Medicine 
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An important component of these socioeconomic factors is 
poverty. People whose incomes are near or below the poverty 
line have worse health outcomes than the rest of the population. 
And emerging evidence suggests that in some cases their health 
outcomes are becoming worse, not better. A recent analysis by 
the National Academies of Sciences, Engineering & Medicine 
(2015) estimates that while overall life expectancy in the United 
States has increased, these gains were not shared by those in the 
lowest income brackets. This analysis compared the life expec- 
tancy of those born in 1930 to the life expectancy of those born 
in 1960. In the top income quintile, life expectancy increased by 
5.7 years for women and 7.1 years for men, while in the bottom 
quintile, life expectancy decreased by 4 years for women and 0.5 
years for men. 


Taken together, the factors that can impact one’s health through 
various pathways are known as the social and physical deter- 
minants of health. The following model is an adaptation of the 
University of Wisconsin county-level social determinants of 
health model. In the United States overall, socioeconomic fac- 
tors contribute 40% to health outcomes. Health opportunities— 
the ability to engage in healthy behaviors such as exercise and 
healthy eating—contribute 30%. Clinical care, which includes 
factors such as health insurance coverage but also quality of 

care and actual availability of physicians, contributes 20%. The 
physical environment directly contributes 10%, but also influ- 
ences nearly all the health factors from diet and exercise to access 
to care and to education. For example, there is a large body of 
research on the role that housing segregation plays in education 
outcomes, and the role of transportation in economic mobility 
(New York-Connecticut Sustainable Communities Consortium, 
2014). 





Adapted by Dr. Karen Lee and Regional Plan Association from the University of Wisconsin Population Health Institute and the 
Robert Wood Johnson Foundation County Health Rankings & Roadmaps 2016. www.countyhealthrankings.org. 
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The State of the 
Region’s Health 


The health of the New York region reflects trends that are 
nation-wide, but the region also has its own unique strengths 
and challenges. Its dense urban form and robust transit system 
are unique in the American context, enabling movement and 
connectivity. Income inequality is more severe in the region than 
in the U.S. overall. The cost of housing in particular makes it dif 
ficult for those with low and moderate incomes to afford health 
care, nourishing food and the other resources essential to good 


health. 


The following analysis describes how well the region is doing 
relative to other large metropolitan regions in two fundamental 
ways: how long people live and what quality of life they have. 
Life expectancy at birth is a measure of how long a person may 
live, and is a reflection of current death rates by group—whether 
gender, geography, race, or all of the above—accelerated forward. 
Quality of life concerns people’s well-being. This analysis takes a 
broad view of quality of life, including both physical and mental 
well-being as measured by reported number of days in a month 
that a person feels unwell. 


Life expectancy in the New York region has 
surpassed that of the United States. 


Life expectancy, 1990-2010 


> 82.7 
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We’ve made impressive 
gains in life expectancy, but 
wide disparities persist. 


Life expectancy improved for all counties in the New York 
region over the last two decades. Men’s life expectancy increased 
overall by seven years from 1990-2010 and women’s life expec- 
tancy increased by five years during the same period. The greatest 
increases occurred in New York City, where life expectancy for 
men increased by well over ten years in Brooklyn, Manhattan 
and the Bronx. Men in Queens, as well as men in Hudson and 
Essex counties in New Jersey also saw increases in life expectancy 
of eight years or more. Women, too, saw greater increases in New 
York City—life expectancy for women increased by over seven 
years in Brooklyn, Manhattan and the Bronx. 


This increase in life expectancy in the region outpaced the 
increase nation-wide. Male life expectancy in the region 
increased by approximately seven years, compared to a five year 
increase nationally. For women in the region, life expectancy 
increased by five years, compared to three years for women 
nationally. The gap between the increase of life expectancy for 
men and women is not just a regional phenomenon but reflects 
a nation-wide tsrend (National Research Council Panel on 
Understanding Divergent Trends in Longevity in High-Income 
Countries, 2011). However, while the region now leads the 
nation in life expectancy, it still falls short when compared to 
the longest-living developed countries such as Japan and France 


(OECD, 2012). 


The reasons for the region’s improvement in life expectancy 

are varied. National studies connect the nationwide trend with 
improvements in health care, especially around heart disease, 

as well as declines in smoking and auto-related deaths. These 
declines are likely behind the change in the region as well. But 
the key driver for the region not only catching up but actually 
outpacing the nation is primarily life expectancy improvements 
in New York City. Researchers point to decreases in deaths 
from both HIV-related infections and homicides, which were 
the targets of health policies in the 1990s and 2000s, as factors 
relatively unique to New York City. The city’s high percentage 
of immigrants is also cited as an explanation, as foreign-born 
residents live longer on average than native born (Preston & Elo 
2014). 





While life expectancy has increased overall, New 
York City in particular has seen impressive gains. 





Litchfield 
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There are stark differences in life 
expectancy between different counties. 


Source: The Institute for Health 
Metrics & Evaluation 
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Change in life expectancy 
for men, 1990-2010 


Source: Institute for Health 
Metrics & Evaluation 
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Given these improvements, it is not surprising that the region 
fares very well when compared with other metropolitan regions 
in the United States. Looking at the twelve largest regions, New 
York’s life expectancy is the third highest. 


But the overall increase in life expectancy masks stark dif 
ferences between different communities. Life expectancy for 
blacks is consistently lower than for whites and Hispanics. Life 
expectancy for Hispanics, in the region and nationally, is slightly 
higher than that of whites, despite socioeconomic factors that 
would suggest otherwise. There is no single explanation, but 
different diets and stronger social ties may explain this paradox 
(Scommegna, 2013). 
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There are also stark differences in life expectancy in different 
parts of the region. Women in the counties with the highest life 
expectancy are expected to live five years longer compared to 
the lowest counties. Men in the counties with the highest life 
expectancy are expected to live six years longer compared to the 
lowest ranking counties. Some of the counties with the lowest 
life expectancy also tend to be those that have experienced the 
largest gains since the late 1980s. 


Differences between communities can be even sharper when 
looking at specific neighborhoods, even those adjacent to each 
other. For example, the Upper East Side in Manhattan has a life 
expectancy that is ten years longer than parts of Harlem. 
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New York State ————-© 77.4 
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Sources: Centers for Disease Control and Prevention, New York City 
Department of Health and Mental Hygiene 





When it comes to quality 
of life, the New York 
region fares less well. 


The impressive gains in life expectancy can obscure a more 
complicated picture when it comes to quality of life. The nation- 
wide increases in life expectancy have not been matched by a 
similar increase in the number of years of optimal health. In 
other words, people might be living longer but the share of years 
they spend enjoying optimal health has gone down (Institute for 
Health Metrics and Evaluation, 2013). 


‘The region’s performance in some measures of quality of life 
is mediocre compared to other regions. A typical adult in the 
region reports feeling physically unhealthy 3.4 days out of the 
month compared to 2.9 days for the best performer, Washing- 
ton, D.C. 


Mentally unhealthy days are days when people report feeling 
stress, depression, and other emotional problems. Adults in the 
region report feeling mentally unhealthy an average of 3.5 days 
out of the month compared to 2.9 days for the best performer, 
Dallas. 


Once again, the results vary between communities, and stem 
from differences in income and demographics to local environ- 
mental conditions. The average adult in the Bronx experiences 
nearly twice as many physically unhealthy days per month than 
do people who live in Litchfield County in Connecticut. 


The region’s quality of life leaves 
room for improvement. 


Physically unhealthy days per adult per month, 2014 
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Mentally unhealthy days per adult per month, 2006-2014 
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There are big disparities in quality of life between different counties. 
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Middlesex Mentally unhealthy days per 
pete adult per month, 2014 
Source: 2016 County Health Rankings 
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Chronic diseases—mainly heart disease and cancers—are the 
largest causes of death by far in the region in recent years, cor- 
responding to national trends. All other causes, from respiratory 
disease to homicides, represent a much smaller share of the total. 


Again, there are large variations in cause of mortality among 
counties due to various demographic and environmental differ- 
ences. For example, the mortality rate for chronic lower respira- 
tory diseases in Sullivan County in the Hudson Valley is 46 
deaths per 100,000 people, as opposed to 23 deaths per 100,000 
in Westchester, also in the Hudson Valley. 





Gathering longitudinal, county level data on mortality and mor- 
bidity is challenging. But we do know how mortality by cause 
changed in the three states and New York City between 2000 


Heart disease and cancer are the leading 
causes of death in the region. 


Mortality per 100,000 people, 
New York region, 2006-2012 
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and 2013. Generally, changes in mortality causes regionally were 
similar to what happened nationwide, where chronic disease 
mortality declined even as injury mortality increased (Rockett, 
2012). 


In the region, chronic conditions of heart disease and cancer, 
while still accounting for the vast majority of age-adjusted mor- 
tality, saw sharp declines, similar to national trends. There was 

a drop ranging from 15% in Connecticut to 43% in New York 
City in mortality from heart disease, and a drop of about 20% 

in all three states and New York City in total cancer mortal- 

ity rates, and. Stroke, the fifth largest cause of mortality in the 
region, also saw reductions—45% in Connecticut, 31% in New 
Jersey, 34% in New York State and 26% in New York City. 
Nationwide, the improvements in deaths from heart disease, can- 
cer and stroke are attributed to advances in prevention, diagnosis 
and treatment of these conditions (American Heart Association/ 
American Stroke Association, 2015, Ford et al, 2014). 


Mortality due to HIV saw some of the biggest decreases, percent- 
wise—66% in Connecticut, 67% in New Jersey, 68% in New 
York State and 73% in New York City. The reduction in HIV 

in New York City was particularly of note since it went from 

24 age-adjusted deaths per 100,000 people to 6.4 age-adjusted 
deaths per 100,000 people. Here, too, nation-wide studies attri- 
bute much of the change to treatment advances (The Henry J. 
Kaiser Family Foundation, 2014). However, New York City still 
has one of the highest HIV rates in the United States (New York 
City Department of Health and Mental Hygiene, 2013). 


In contrast to the progress on heart disease, cancer and stroke, 
some diseases, including a few chronic diseases, saw an increase 
in prevalence or mortality in the three states and New York 
City. The increase in mortality from Alzheimer’s disease and 
Parkinson’s disease nation-wide is attributed by some to aging 
populations—a trend in the region as well—but also likely to 
better data gathering (US Burden of Disease Collaborators, 
2013). There is emerging research that environmental factors 
such as physical activity might support neuronal health and help 
prevent Alzheimer’s disease and Parkinson’s disease (National 
Institute on Aging, 2015). 





The last decade saw a drop in mortality from many chronic 
diseases in Connecticut, New Jersey and New York. 


Change in mortality rates per 100,000 people 


Sources: Centers for Disease Control and Prevention, New York City Department of Health and Mental Hygiene 


Heart 
Disease 


Cancer 


Chronic Lower 
Respiratory 
Diseases 


Stroke 


Diabetes 
Mellitus 


Influenza 
& Pneumonia 


Septicemia 


Chronic Liver 
Disease & 
Cirrhosis 


HIV 


Parkinson's 
Disease 


Alzheimer's 
Disease 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


CT 
NJ 
NYS 
NYC 


NYS 


-15% 
-17% 
-22% 
-43% 


-19% 
-22% 
-18% 
-19% 


-20% 
-8% 
-13% 








50 100 150 200 250 300 
194.4 eee 
as 264.6 | 
230.4 pes 
184.2 3247 
sare 189.4 
aS 206.5 Connecticut 
192.4 §) 1999-2001 
EEE 125.8 Wi 2011-2013 
| a New Jersey 
309 i 1999-2001 
313 Wi 2011-2013 
Kis New York State 
fj 1999-2001 
i 2011-2013 
New York City 
i 2000 
Wi 2013 
| | 











Deaths from drug poisoning and 
suicides increased sharply, while 
homicides and deaths from motor 
vehicle crashes decreased. 
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Some risk factors have 
improved, but obesity 
remains a major concern. 


Many of the chronic diseases that are key causes of mortality 
today share similar risk factors, such as diet and exercise. Accord- 
ing to analysis by the Institute for Health Metrics and Evalua- 
tion, the top risk factors in the United States are diet, smoking, 
high body mass index (i.e. being overweight and obese), high 
blood pressure, high fasting plasma glucose (i.e. blood sugar) and 
lack of physical activity (Institute for Health Metrics & Evalu- 
ation, 2013). When analyzing key risk factors in the region, 

the picture is mixed. On the one hand, there have been positive 
developments—a reduction in smoking and an increase in the 
number of adults reporting that they exercise. But there has also 
been an increase in obesity levels. 


The share of smokers in Connecticut, 
New Jersey and New York decreased 
over the last decade. 


Percent of adults smoking cigarettes 
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Sources: Centers for Disease Control and Prevention, New York City 
Department of Health and Mental Hygiene 


More adults in the region get the recommended 
amount of physical activity than a decade ago. 


Share of adults who get the minimum 
recommended amount of physical activity 
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Note: The minimum recommended amount of physical activity is either 75 
minutes of vigorous activity or 150 minutes of moderate activity per week 
Source: Institute for Health Metrics & Evaluation 
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Smoking is associated with cancer, heart disease and chronic 
respiratory diseases. The share of smokers has gone down nation- 
wide and in the region. The highest decrease was in New York 
City, where the number of smokers went down by 31%. This 
decrease is likely tied to initiatives for tobacco control through- 
out the city. 


Lack of physical activity is associated with heart disease, diabetes 
and some of our most common and deadly cancers such as colon 
cancer. There was an improvement in both the United States 

and the region in the share of people who report getting the 
minimum recommended amount of physical activity (Dwyer- 
Lindgren et al, 2013). It is important to realize, however, that 
self-reported physical activity may represent people’s overestima- 
tion of their physical activity levels. Studies done in New York 
City and the United States have shown much lower levels of 
physical activity when it is measured directly, with 30% of New 
Yorkers and 10% of Americans actually meeting physical activity 
recommendations (Troiano et al, 2007, Bartley, Eisenhower, 
Harris & Lee, Expected). 


Looking forward, the region may be facing new health chal- 
lenges related to disease. Just as in the nation overall, the region 
has seen a large increase in obesity. In 2001, less than one in 
four adults in the region were obese. In 2011, nearly one in three 
adults was obese. 


An analysis of obesity rates shows big disparities across counties. 
There are three times as many obese men in Ocean County, New 
Jersey, as they are in Manhattan. In the Bronx, 42% of women 
are obese, compared with 25% of women in Hunterdon County, 
New Jersey. 


There are also large disparities in age and race when it comes to 
obesity. Whites consistently have the lowest obesity rates while 
blacks have the highest in all three states and in New York City. 


Childhood obesity is of particular concern because it increases 
the risk for various illnesses not only in childhood, but also later 
in life. Longitudinal data on a state and local level is a challenge, 
but we do know that nationally there has been a leveling off of 
increases in childhood obesity, and New York City has even seen 
a slight reduction (Day et al, 2014, Ogden, 2015). Nonetheless 
the levels are still high, with New York City reporting a 20% 
childhood obesity rate in 2011. 


And we might already be seeing the effects of obesity in the 
region. Type II diabetes is a key disease associated with obesity. 
Diabetes has more than doubled in all three states and New York 
City. Although the mortality rate from diabetes is decreasing, 
the health implications remain serious—the disease can seriously 
impair quality of life. Furthermore, fiscal costs for diabetes are 
enormous. According to the County Health Calculator, the 
estimated annual cost for diabetes treatment in the region may 
be as much as $12 billion (Virginia Commonwealth University 
Center on Human Needs, 2015). 





Adult obesity has increased across the 
board in all parts of the region. 


Share of obese adults 
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comparative work they enabled. 





Source: Institute for Health Metrics & Evaluation 


Blacks and Hispanics have higher 
obesity rates than whites in Connecticut, 
New Jersey and New York. 


Adult obesity, 2010 
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Despite reductions, New York City’s 
childhood obesity rate is very high. 


Childhood obesity rate, 2011 
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Sources: National Conference of State Legislators, New York City Department 
of Health and Mental Hygiene 
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There are big disparities in obesity 
rates between different counties. 








Share of obese women, 2011 


Source: Institute for Health 
Metrics & Evaluation 





Below 20% 
20% to 25% 
25% to 29% 
Hi 30% to 35% 
Hi 35% to 39% 
Hi 40% and above 


Share of obese men, 2011 


Source: Institute for Health 
Metrics & Evaluation 











TS 






+ w= 


While fewer people die of diabetes, 
more people in Connecticut, New Jersey 
and New York live with the disease. 


Diabetes mortality and prevalence, 2002- 2012 
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Sources: Centers for Disease Control and Prevention, New York City 
Department of Health and Mental Hygiene 


Drug poisoning is the leading cause 
of death from injury in the region. 


Mortality rate per 100,000 people, New York region 


Drug Poisoning is 171.0 
Suicide i 7.0 
Motor Vehicle Traffic (i 5.6 
Homicide (i 5.1 


Source: Health Indicators Warehouse 





20 State of the Region’s Health | Regional Plan Association | July 2016 


mW 1 


Deaths from motor vehicle 
crashes are down, but drug 
poisoning and suicides 
have increased. 


Another major cause of mortality is injury deaths. Nationwide, 
injuries are the leading cause of death for young people, who are 
particularly vulnerable because they are less risk-averse and less 
settled in their lives (Kent, 2010). In the region, drug poisoning, 
which, nationwide, mainly stems from opioid abuse (Center for 
Disease Control, 2007) is the single largest contributor to injury 
deaths. Its contribution is 1.5 times larger than suicide, and 
double the contribution of motor vehicle crashes and homicides. 
One category of injury for which reliable data is not available is 
mortality due to law enforcement activity. 


Just as in other mortality causes, the last decade has seen many 
changes when it comes to deaths from injury. Deaths from 

drug poisoning doubled in the last decade, and suicide also 
increased sharply, reflecting nation-wide patterns. One relatively 
positive note is that drug poisoning rates are still lower than 
those nationwide (Rockett et al, 2012). Deaths from homicides 
decreased sharply in New York City, where they were highest, 
but increased in Connecticut and New Jersey, although Con- 
necticut still a relatively low homicide rate. Here, too, there is 
little consensus on the key driver behind the changing trends. 
Deaths from motor vehicle crashes have gone down substan- 
tially. Nationally, such trends are typically attributed largely to 
advances in safety improvements in vehicles (National Highway 
Traffic Safety Administration, 2014). Motor vehicle crashes are 
discussed in more depth in the following chapter. 
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How the Region’s Urban Form 
and Connectivity Affect Health 


The region’s urban form 
and ability to connect 
people to resources delivers 
a health advantage. 


The region’s urban form supports healthy living directly by pro- 
moting transit use, increasing walkability and reducing motor 
vehicle crashes. It also connects the region’s residents to a variety 
of opportunities in terms of jobs and services. 


Motor vehicle crashes are the leading cause of injury deaths 
nationwide. Unlike the nation overall, the region has a very high 
share of transit use, and asa result far less motor vehicle use and 
miles driven (Stimpson et al, 2014). It also has the lowest motor 
vehicle crash rate, both compared with the United States overall 
and compared with similar metropolitan regions, likely in large 
part because of reduced driving (Rockett et al, 2012). Addition- 
ally, the spatial distribution of deaths from motor vehicle crashes 
suggests a connection urban form more broadly. The denser, 
more transit-rich counties show fewer deaths than those further 
away from the center. This corresponds to evidence that street 
designs that promote encourage walking may also improve safety 
(Johns Hopkins Center for Injury Research and Policy et al., 
2013). 


However, motor vehicle crashes still pose a very serious health 
challenge. Road safety can be a serious barrier to walk- 

ing to school in suburban communities in Long Island, for 
example(RPA, 2016). In New York City, Motor vehicle colli- 
sions are the leading cause of injury to children under 12 years 
of age. Pedestrians generally can be very vulnerable to being 
injured (New York City Department of Health and Mental 
Hygiene, 2015). Morever, metros with far less transit use than 
New York, such as Boston and San Francisco, have only a slightly 
higher deaths from crashes. This suggests considerable potential 
to reduce deaths from collisions through improved street safety 
and other interventions across the region. 


Another advantage of the region lays in the relative ease of living 
a healthy life. Thirty percent of a county health outcomes depend 
on health opportunities—ease of making healthy lifestyle 
choices. And in the New York region such opportunities exist 

in abundance. The region’s residents have relatively high access 

to places to exercise and healthy food, and those who take transit 
have some physical activity built in to their day. For example, 
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The region has the lowest rate of death 
by motor vehicle crashes compared 
to the largest metro areas. 


Mortality rate per 100,000 people, motor vehicle 
crashes, largest metro areas, 2007-2013 
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Transit-rich counties have lower rates 
of mortality from motor vehicle crashes 
compared to more suburban counties. 
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Poor residents of the region are better 


The region has one of the highest shares 
of access to exercise opportunities. connected to jobs, supermarkets and 
Share of the population with access to exercise Parke en ihe vere! pepulavor: 
Connectivity to key destinations, New York region, 2010 


opportunities, largest metro areas, 2014 
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Twenty-seven percent of the region’s The region is well provided with 
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Twenty-two percent of the region’s households 
lack high speed internet at home, which 


The region also scores relatively high in terms 
leaves much room for improvement. 


of food access compared to other large metros. 
Share of households with high speed 


Food environment index, largest metro areas, 2012- 
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96% of residents have access to exercise opportunities. Of course, 
access to exercise opportunities does not guarantee an ability to 
exercise. Many adults in the region report little leisure time for 
physical activity. But studies have shown that use of the transit 
system alone ensures at least some physical activity. Simply walk- 
ing to and from a transit station is a form of exercise. Beyond 
commuting, walkable streets and a robust transit system support 
active lifestyles through transit connections to a host of daily 
destinations, such as schools and stores (New York City Depart- 
ment of Health and Mental Hygiene, 2011, Bartley, Eisenhower, 
Harris, Lee, submitted). 


‘The region has relatively robust food access compared to other 
regions. The food environment index incorporates both physical 
access to food sources and socioeconomic factors such as poverty. 
Of course, such an index masks varying local conditions. Many 
low-income residents in suburban areas report traveling long dis- 
tances for healthy, affordable food (RPA, 2016). Despite national 
increases in obesity in recent decades, the region enjoys relatively 
low rates of obesity compared with other metros. Only two 
regions, San Francisco and Washington D.C., have lower adult 
obesity levels than the region. Greater access to health opportu- 
nities may play a part, although socioeconomic factors, such as 
the region’s high levels of educational attainment, are also key 
determinants of obesity. 


‘The region’s urban form can also support healthy living in other 
ways. Socioeconomic factors accounty 40% of a typical county’s 
health. The region’s transportation system, by simply providing 
connectivity, gives the region’s residents more access to other 
people and communities, to job opportunities and to resources of 
various kinds. In fact, historic concentration of poverty in urban 
areas means that many poor residents have relatively shorter 
travel distances to jobs, parks and supermarkets. Yet access alone 
is not sufficient. The types of jobs available, the quality of parks 
and supermarkets and opportunities to take advantage of exist- 
ing services need to be considered as well. 
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‘The region’s connectivity confers advantages when it comes to 
health care as well. There are multiple hospitals and medical 
research institutions, as well as many health practitioners serving 
the region’s residents. Overall, there are 88 primary care physi- 
cians to every 100,000 residents. This is higher than many other 
metropolitan regions, and well above the federal definition of 
scarcity which is nearly a third the regional rate. In fact, not a 
single county, even amongst the most rural ones, exhibits scar- 
city. The same is true for dentists and mental health providers. 
However, it is important to emphasize that although proximity 
to health care providers is important, many residents may not 
be able to receieve adequate health care due to lack of insurance, 
prohibitively high costs, or neighborhood level scarcity. 


Increasingly, access is not only physical, but also virtual. People 
and large businesses seeking to locate in certain high-income 
areas often have access to multiple providers of high speed inter- 
net at different speeds and price points. But in terms of overall 
access to high speed internet for all households, the region’s 
performance leaves room for improvement. 
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How Income Inequality and 
Segregation Influence Health 


Increasing income inequality 
constrains the ability to 
live a healthy life. 


When it comes to socioeconomic factors, connectivity is not the 
only thing that matters. And while the region offers remarkable 
opportunities in terms of employment, health infrastructure, 
and other services, too many people can’t take advantage of these 
opportunities. Income inequality has been increasing through- 
out the United States in recent decades, and this has been par- 
ticularly true in the New York region. Between 1990 and 2013, 
income in the top quintile grew by 26%, while income in the 
bottom quintile decreased by 40%. Not surprisingly, the poverty 
rate also increased—from 11% to 14% overall. 


The result is that today, households in the top income quintile 
make 15 times as much as those in the bottom income quintile. 
While the causes of the increasing income inequality are very 
complex, a key driver of this income gap is the pattern of job 
creation. With the decline of manufacturing and middle-income 
office and service jobs, there has been an increasing job polariza- 
tion. Job growth is occurring in low-skill and high-skill catego- 
ries, but not in middle-skill categories—historically an impor- 
tant source of middle-income jobs as well as income mobility for 
the low-income. 


The recent recession only exacerbated income inequality. While 
unemployment is substantially down from its peak, there has 
been little improvement in wages overall. So in addition to one 
million unemployed, there also are two million working poor 
and low-income workers. 


Income is also directly correlated with access to health care. 
While the Affordable Care Act reduced the number of the 
uninsured by 300,000 between 2013 and 2014, there are still 2.3 
million uninsured people in the region. And the overall trend is 
clear—the greater the income, the less likely one is to be unin- 
sured. In community forums held in low income communities of 
color throughout the region, access to health care was reported as 
a major challenge for immigrants in particular, sometimes even 


rivaling housing affordability (RPA, 2016). 


And even with availability of health care, costs are often a 
burden. A study by United Way estimated that the minimum 
monthly health care budget necessary for economic survival in 
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Middle and low income households in the 
region have seen their income drop over 
the last generation, while high income 
households experienced sharp increases. 


Median household income, 2013, New York region 


1990 in'13 dollars {2013 


Highest 


2nd Highest 


Middle 


2nd Lowest 


Lowest 





Source: American Community Survey 


There has been a large increase in both high 
and low skill jobs in the region, but middle 
skill jobs have not increased as much. 


Change in number of jobs by skill, 1980 - 2010 
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While unemployment in the region 
is down from its peak, the number 
of working poor is very high. 


Employment status by household 
income, New York region, 2013 
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Unemployed 


Lower income households are far more 
likely to lack health insurance. 


Share of uninsured by household 
income, New York region, 2014 
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Forty-five percent of the region’s households 
pay over 30% of their income in housing costs. 


Share of households paying 30% or more of their 
income on housing, largest metro areas, 2009-2013 
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Connecticut and New Jersey ranged from $400 to $500 out of 
pocket for a family of four—an amount that in their estimate 
was a struggle for as many as one in three households. The sur- 
vival budget is the bare minimum budget, and does not account 
for many important needs, including the need for savings 
(United Way New Jersey, 2012, United Way Connecticut, 2014). 


Living with severe financial constraints can have health impacts 
beyond access to health care. Such constraints can be stressful in 
themselves, thus affecting health. They can also make it harder 
to engage in healthy activities. Many studies suggest that lack of 
affordability is a big barrier for maintaining a healthy diet. Lack 
of affordability can also be a barrier for access to physical activity 
opportunities unless safe, high-quality amenities are available 
near to where people live, work and go to school (Meltzer & 
Schwartz, 2015). 


The housing affordability 
crisis is harmful to health. 


The county-level social determinants model suggests that hous- 
ing issues such as quality and cost contribute 5% to nationwide 
results. But in the New York region, housing has systemic 
implications. While housing affordability is a problem in many 
urban areas in the United States, the New York region is facing 
one of the biggest challenges. Between 1990 and 2013 the share 
of households where housing costs exceeded 30%, a level used by 
the federal government as a benchmark for affordability, went up 
from 35% of households to 45% of households, the result of the 
convergence of stagnating incomes and rising housing costs. The 
number of homeless people in New York City has nearly tripled 
since 2000. 


Much of the attention when it comes to skyrocketing housing 
prices tends to focus on New York City, but housing affordabil- 
ity is a region-wide crisis. While New York City shows slightly 
higher levels of housing cost burden, the patterns are fairly simi- 
lar cross the region, with over 40% of households outside of New 
York City paying more than 30% of their income on housing. 


Nor are there very great variations in housing cost burden by age 
in the region. Households headed by seniors, however, are more 
likely to be housing cost burdened. 


Furthermore, nearly one quarter, or 23%, of the region’s housing- 
burdened households are severely cost-burdened —paying more 
than 50% of their income in rent. Of these severely housing cost 
burdened households, 59% are located in the lowest income 
quintile, but an additional 29% are located in the second-lowest 
income quintile 


There is considerable variation when it comes to race and eth- 
nicity. Blacks and Hispanics are nearly 50% more likely to be 
severely housing cost-burdened than whites. 





The lack of affordable housing options has many implications for 
residents’ health. Some people are forced to live in overcrowded 
conditions, resulting in little privacy. Others might stay in sub- 
standard conditions only because they have no option to move. 
Such conditions include anything from exposure to pollutants 
such as mold to lack of functioning heat. Stress from having to 
find the money to pay rent every month can on its own cause 
health problems. Residents in the community forums reported 
that dealing with threats of eviction and difficult landlords were 
a major cause of stress (RPA, 2016). 


Additionally, the high cost of housing can force some very dif- 
ficult choices. For millions of households, paying more than 
50% of their income in rent means they are left with little money 
available for all their other needs, such as food, transportation, 
recreation and health care. Not surprisingly, the result is that 
health care becomes perforce a lower priority for many of them. 
A recent study of renters in New York City showed that any 10% 
increase in housing cost burden made it 25% more likely that a 
tenant would postpone at least one health treatment (Meltzer 

& Schwartz, 2015). Research also suggests that lack of afford- 
able housing can hurt community cohesion. In community 
forums throughout the region, residents mentioned negative 
consequences such as being forced to live very far away from 
one’s community and marital break-ups due to the stress of high 
housing costs (RPA, 2016). 


One of the worst outcomes of high housing costs on a household 
or individual is to become homeless. Homelessness statistics are 
very inconsistent, but in New York City, the Coalition for the 
Homeless documents a threefold rise in the number of people 

in shelters since 2000, from 20,000 to 60,000 today. Sometimes 
people become homeless due to a downturn in health—such as a 
chronic illness like diabetes or a mental illness—and becoming 
homeless only tends to exacerbate the original health condi- 
tion. Homeless children are particularly vulnerable. One study 
found that children in New York City shelters have a one in four 
chance of having asthma, compared with 1 in 8 for New York 
City children overall (New York City Department of Health 
and Mental Hygiene, 2012). 
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While New York City has the highest 
housing cost burden, high housing costs 
are a challenge across the region. 


Housing cost burden, 2013 
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Housing cost burden is also consistently 
high across age groups, although 
seniors report the highest burden. 


Housing cost burden, New York region, 2013 
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The vast majority of the households 
that are severely burdened by housing 
costs are low income and poor. 


Households paying over 50% of their 
income on rent, New York region, 2013 
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Hispanics and blacks are far more likely to 
be housing cost burdened than whites. 


Housing cost burden, New York region, 2013 
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Blacks and Hispanics in the region are three 
times more likely to live in poverty than whites. 


Poverty rates, New York region, 2013 
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Blacks and Hispanics are far more likely 
to live in high poverty communities. 


Concentrations of poverty in the New York 
metropolitan region, 2009-2013 
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The region’s high levels of 
economic and racial segregation 
exacerbate the effects of poverty 
and limit economic mobility. 


The complex but important ways in which housing can affect 
other health determinants is particularly apparent when looking 
at the health outcomes of communities with high poverty rates 
over generations. Poverty is higher among people and communi- 
ties of color throughout the United States, and this is true in the 
region as well. Hispanics and blacks are three times more likely 
to be poor than whites. 


Many studies have shown that health outcomes on a neighbor- 
hood levels can be worse in low income communities, particu- 
larly those of color (Peek, 2014). An increasing body of literature 
ties these health outcomes to policies of segregation and their 
impacts over time, although the specific pathways by which 
health is affected are not fully understood (White, Borrell, 
2010). These issues are of particular relevance to the New York 


The region has the highest racial 
segregation of the largest metro areas. 
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region. The region has the highest level of black-white segrega- 
tion, and the second highest level of Hispanic-white segregation, 
compared with other metropolitan areas. 


And the result is that in the New York region, 42% of blacks and 
40% of Hispanics live in communities with a high poverty rate, 
where a majority of the population is of color. This is a very dif 
ferent experience from that of white residents of the region, 50% 
of whom live in mostly white, low-poverty communities. While 
this pattern is most evident in New York City, it also holds in 
parts of New Jersey and Connecticut, as well as in Long Island 
and the Hudson Valley. Segregation and the racism that caused it 
came up repeatedly in community forums as factors that increase 
feelings of insecurity and inhibit mobility (RPA, 2016). 


Nearly half of black and Hispanic children live in school 
districts where public schools perform poorly. This is in large 
part because of a system of funding schools via local property 
taxes which reinforces inequality and segregation by letting 
home market values dictate how much funding a school gets, as 
opposed to educational needs. In New York City, the dynamic 
is somewhat different, but a complex web of housing costs and 
school district boundaries means that too many of those growing 
up in places with high poverty rates are denied the chance for 

a good education (Kucsera, 2014, Moreira, 2015). This mat- 
ters for health because people with higher education levels have 
access to better paying jobs, and therefore a greater ability to 
lead healthy lives. Those with a college degree in the United 
States typically live about six years longer than those without 
one. Those with higher education levels also often have better 
health outcomes even when they are not earning more (Egerter, 
Braveman, Sadegh-Nobari, Grossman-Kahn, Dekker, 2011). 
The health effects can extend beyond education. Underfunded 
school districts can have physical conditions that in themselves 
impede health. In a low-income school district in Long Island, 
for example, children have been studying in temporary struc- 
tures from the 1970s that are moldy and lack sufficient heating 
(RPA, 2016). 


Education is not the only service that is often substandard in 
high-poverty communities. Other services key to living a healthy 
life are often lacking as well. Food access depends not only on 
physical access to a supermarket, but on factors such as food 
quality, price and cultural appropriateness, and when it comes to 
those factors, many poor communities fall behind (Gundersen, 
C., Engelhard, E., & Waxman, E., 2014). Residents in com- 
munity forums stressed that children were particularly at risk 
when it came to lack of healthy food, due to the low quality of 
food in many low income schools (RPA, 2016). A similar picture 
emerges when it comes to parks. Many of the most successful 
examples of open spaces in the region depend on public-private 
partnerships which can be harder to finance in lower income 
areas (Scott, 2013). Participants in community forums also 
reported that lack of maintenance, crime and lack of program- 
ming were repeated problems, along with poor sanitation and 
illegal dumping. (RPA, 2016). 
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Black and Hispanic children in the 
region are far more likely to live in 
poorly performing school districts. 


Children by public school district 
performance, New York region, 2010 
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In New York City, many lower income 
neighborhoods are less well served 
by primary care physicians. 


Primary care physicians by neighborhoods, 2009 
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There is also a distinct gap in basic clinical care in many low- 
income communities compared with higher-income areas. In 
New York City, for example, while parts of the city are extremely 
well served by primary care physicians, the ratios are far less 
advantageous in poorer neighborhoods. 


Another example of how segregation and concentrated poverty 
can have systemic impacts is when it comes to exposure to envi- 
ronmental hazards. The same factors that severely limit housing 


Hispanic choice can also mean that communities of color are sometimes 
Black disproportionately exposed despite a marked improvement in 
Other air quality in the region. And there can be severe health impacts 
Asian as a result. Children in Bushwick and Newark, for example, 
White 


disproportionately suffer from high asthma rates (New York 
Source: Environmental Protection Agency City Health Provider Partnership, 2014, Department of Health 
& Senior Services, New Jersey, 2007). Residents in community 
forums frequently mentioned noise as a major challenge in their 
communities (RPA, 2016). 


Crime and the relationship with the police also can be real chal- 


Hispanic 
Other lenges in such communities. Crime itself can cause physical harm 
White and even death, and living with fear of crime can also be a source 
Asian of stress (LEED-ND Core Committee, 2006). Participants in 
Black community forums in suburban communities mentioned chil- 
Source: Environmental Protection Agency dren’s long walk to school was made more difficult because of the 


threat of crime (RPA, 2016). 
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The daily negative interaction with the police extracts its own Blacks and Hispanics in the region 
toll. In one community forum in a highly segregated, low income view crime and negative relations 
school district, parents reported that metal detectors at their with police as major challenges. 
school made students feel less “worthy” (RPA, 2016). A key 
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addiction, and all too often conditions in prison only exacerbate 


existing medical conditions and add new ones. The health bur- Hispanics a) 
den of the incarcerated is far greater than the general population 56% 
(Cloud, 2014). While data is not available for the region, nation- Blacks 56% 
wide studies show that incarceration is an important factor 53% 
behind the large share of children in communities of color living Whites 35% 

in fatherless or motherless households (Chang, 2014). Such chil- ame 

dren often have weaker support networks, which makes increases Source: Public Agenda/WNYC 


their risk for a variety of adverse health issues (U.S. Department 
of Health and Human Services, 2010). 


Not surprisingly, many such communities also have low social 
mobility. One analysis of economic mobility for low-income 
people found that children to poor families who grow up in low 
income communities earned less, overall, than children to poor 
families who grew up in wealthier communities. In the New 
York region, for example, children who grew up low-income in 
the Bronx in the 1980s and 1990s ended up earning only 75% of 
what children who grew up low-income in New Jersey’s Bergen 
County (Chetty, Hendren, 2015). 


Population in prison and indicators of weak social networks are highly correlated. 


Share of children living with mother Share of population admitted to 
only, New York City, 2010 prison, New York City, 2006 
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The Unintended Effects of Planning 
for the Physical Environment 
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The overwhelming majority of train stations 
in the region do not meet the Americans 
With Disabilities Act standards. 


Train stations that meet the Americans With 
Disabilities Act standards for accessibility, 2015 
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Hundreds of departments 
and agencies are making 
health decisions, whether 
they realize it or not. 


Many different public institutions make decisions that drive the 
outcomes described in this report. The institutions responsible 
for the physical and social determinants of health—planning 
departments, transit agencies, housing departments and school 
districts, for example—are making public health decisions, 
whether they are aware of it or not. The region’s robust transit 
network is vital to both the economy and public health, but often 
falls short in serving those who are most vulnerable, including 
the disabled and single-parent families. The quality, cost and 
location of housing determines who has access to a healthy envi- 
ronment, but is governed almost entirely by 783 local jurisdic- 
tions with no metropolitan coordination. A comparable number 
of school districts are responsible not just for the quality of edu- 
cation, but also for food, transportation and services that impact 
student health. Processes governing project approvals have spe- 
cific requirements to measure environmental impacts, but rarely 
include specific health measures or evaluate holistic impacts on 
resident health. The health-related sector, like large hospitals and 
health care facilities, can also contribute to the physical environ- 
ment of communities through their siting-related decisions. 


For example, the region’s transit system often fails to provide 
services to many of the people with the greatest health chal- 
lenges. While state-of-the-art at its origin, the New York region’s 
transit system was designed over a century ago. Its many stations 
without elevator access make the system ineffective for those 
with mobility disabilities. The MTA and NJ Transit both offer 

a para-transit service, but it is hardly a substitute for public 
transit given that it requires a 24-hour reservation and a 30-60 
minute waiting window (MTA, 2015, NJT, 2015). Infrequent 
bus service in suburban communities was reported to be a major 
challenge for those who could not afford a car, according to 
participants in community forums. The challenge of using the 
transportation system during inclement weather also came up as 
areal barrier for low income employees who more often than not 
did not have the option of not going to work on a snow day, for 
example (RPA, 2016). 





People with disabilities are not the only ones who face obstacles 
within the transit system. It is common to see a parent struggle 
to get a child ina stroller up or down the stairs in subway sta- 
tions. The bus system is particularly important to many seniors, 
people with disabilities and those who do not live near the sub- 
way or acommuter rail station. But in many ways, the bus system 
fails to deliver. The average speed of a local bus in New York City 
is 8 miles per hour. Many routes are not aligned with the most 
desired trips, leaving the rider no choice but to transfer, adding 
to the time and inconvenience of bus use (RPA, 2015). 


The need for integrated planning will only grow as the effects 
of climate change become more pervasive. Rising temperatures, 
rising sea levels and more frequent storms represent major chal- 
lenges to both health and urban planning. 


The results are already upon us. The region has seen hundreds 
of deaths as a result of heat waves in recent years. The combina- 
tion of rising temperatures and urban heat island will likely only 
increase this effect. Those most vulnerable during heat waves 
include older adults, people with chronic medical conditions or 
mental health conditions and the socially isolated (Centers for 
Disease Control and Prevention, 2013). 


By 2050, it is possible that as many as two million people will 
live in the floodplain. With storms increasing in frequency and 
severity, these people are likely to find that flooding is some- 
thing they have to live with on a regular basis. As we learned 
from Superstorm Sandy and various heat waves in the last 
decade, there can be severe health impacts from extreme weather 
events. The health consequences for many in the aftermath were 
enormous. The storm claimed 60 lives, and damaged a stagger- 
ing 600,000 homes. Children were more likely to suffer from 
depression and other mental health problems. Many of those 
who experienced catastrophic damage to their homes were essen- 
tially living in deep poverty, finding it hard to pay their rent, let 
alone their food or health expenses. Three years later, mold is still 
prevalent in many flood-damaged homes (Lane et al ,2013). 


Our aging water infrastructure, while delivering clean water to 
many places throughout the region, is designed for a bygone era. 
A system of combined sewage overflows means that whenever 
there is heavy rain there is a risk that the region’s waterways will 
be polluted by overflowing sewage. With the combination of 
intensifying storms and rising temperatures, this risk is likely 

to increase. In Suffolk County, Long Island, where 1.5 million 
people live, groundwater contamination is already a challenge, 
one that is only likely to increase with climate change (Long 
Island Pine Barrens Society, 2011). 
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We need to develop a 
framework that connects 
planning for the region’s 
built and natural systems to 
better health outcomes. 


The intersection of infrastructure systems and natural systems 
only highlights that there are many complex pathways for social, 
economic and physical determinants to impact health in the 
region. It also demonstrates the need to develop a framework 
that connects the region’s health overall to its built and natural 
systems. 


There are increasing attempts to consciously incorporate health 
into planning for the built and natural environment. Urban 
planners have for years incorporated health considerations into 
their plans, typically focusing on sanitation and toxicity-related 
hazards. In recent decades, many urban planners have also 
started to integrate physical activity, food access and additional 
environmental hazards as considerations. But all too often the 
approach has not been comprehensive, instead focusing on 
specific risk factors (American Planning Association, 2011). It is 
also rare to see general health outcomes such as life expectancy as 
an outcome of a planning effort. 


There is an urgent need to think about routinely and systemati- 
cally incorporating health considerations into more systems of 
government. Inequality means that those who can afford it the 
least are paying the highest cost, health-wise. And the fiscal costs 
are enormous as well. Health care costs in the United States are 
18% of GDP. In 2009, the states of Connecticut, New Jersey, and 
New York spent a combined $259 billion on health care costs. 
Climate change and an aging population will only increase such 
costs. 


Systematic integration of health priorities can be a benefit rather 
than a burden for agencies. Improving health outcomes often 
requires work on disparate issues such as improved access to tran- 
sit, more affordable housing or good education and jobs for more 
people in our region. For agencies, this means that the integra- 
tion of health can become a core mission rather than a separate 
issue, one that provides a fuller measure of their impact. 


Furthermore, there are opportunities to use health to increase 
public and political engagement in the work of these agencies. 
Because health is a shared value, it can become a tool for building 
alliances around equity, environment and governance challenges. 
Abstract policy considerations can become personal though con- 
nections to a person’s health and the health of their families and 


neighborhoods. 
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